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Abstract
Heart failure affects more than 4.6 million people in the
United States

(Dahl & Penque, 2000). While mortality from

myocardial infarction is on the decline, congestive heart
failure numbers continue to rise. Statistics indicate that
550,000 cases occur each year, at an estimated cost of
$21.4 billion a year

(National Institutes of Health,

National Heart, Lung and Blood Institute, 2002). Elders
with congestive heart failure

(CHF) do not always

understand their disease nor do they recognize its
symptoms. Recognition of CHF symptoms can lead to improved
management and self-care. Therefore, the purpose of this
study was to provide basic, low-literacy CHF education to
rural community-based elders. Orem's Self-Care Deficit
Nursing Theory was used in the study. Orem's theory is
believed to be relevant as many elders with CHF show
decreased ability for self-care agency. The following null
hypothesis guided this research: There will be no
difference in the knowledge level of community-based
elders with CHF who receive CHF education and those who do
not receive CHF education. The sample was obtained from a
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rural health clinic in a southern state. Subjects had to
have CHF as diagnosed by their physician, live at home,
and be able to read and write. Data were collected using a
combination of researcher-designed information and
pictorial educational materials created by and approved
for use by Doctors Darren DeWalt, Michael Pignone, and
Bonnie Angel of the University of North Carolina at Chapel
Hill. A posttest survey created by the researcher was
administered to both groups following the intervention.
Data were analyzed using a two tailed t-test to test the
difference between the groups.
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Chapter I
The Research Problem
Congestive heart failure

(CHF) is a syndrome, the end

stage of many diseases of the heart.

It is a major cause

of morbidity and mortality (MacMahon & Lip, 2002). As the
heart weakens, blood backs up in the lungs, where fluid
leaks out of the vessels into the lungs. Gravity pulls it
down to the lower legs, creating symptoms of dyspnea,
cough,

fatigue, and swelling of legs and feet

(McCance &

Huether, 2002) .
The emergence of heart failure as a huge health
problem in the United States seems to be directly related
to the aging of the population and the success in
mortality reduction from cardiovascular disease
Institutes of Health [NIH] , 2002).

(National

In the United States

alone, an estimated $21.4 billion is spent to care for
persons with CHF (NIH, 2002). CHF accounted for 962,000
hospitalizations in 1999. While mortality from
cardiovascular disease overall has declined, morbidity and
mortality rates from CHF have actually increased

(NIH,

2002). Average mortality rate is 10% in the first year

after diagnosis,
diagnosed

and 50% die within 5 years of being

(Dahl & Penque, 2000). The one-year mortality

rate for those with advanced CHF at time of diagnosis is
almost 40%

(MacMahon & Lip, 2002). Not only is this a

costly disorder in terms of health care dollars and
resources,

it also has debilitating consequences to the

individuals who live with this disease, and their families
who cope with this illness. In a study done by Bennett,
Hays, Embree, and Arnould in 2000, patients with heart
failure suffered poor quality of life overall.
People who suffer with CHF may feel unable to
exercise due to breathlessness or a feeling of fatigue
(Adams, 2000). Nausea and inability to sleep flat any
longer due to accumulation of fluid in the lungs may also
be present.

Sometimes these symptoms are misunderstood by

elderly or are unrecognized as manifestations of CHF
(Jaarsma, Abu-Saad, Halfens,

& Dracup, 2000). In addition,

even when the diagnosis of CHF has been given to the
patient,

compliance with the low-sodium diet, medications,

and self-monitoring of weights is low (Jaarsma et al.,
2000). These factors contributed to hospital réadmissions
as noted in the study by Bennett et al.

(2000).

Healthcare providers hold the key to assisting
persons with CHF to maintain optimal self-care behaviors
through education and monitoring. A study done by
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Hagenhoff,

Feutz, Conn, Sagehorn, and Moranville-Hunziker

(1994) cited the need of CHF patients for considerable
education to enable them to provide effective self-care
for their chronic illness. Healthcare providers are
challenged to educate individuals with CHF about
appropriate self-care monitoring and behaviors. Therefore,
the focus of this study was the evaluation of a CHF
teaching program that promoted effective heart failure
self-care behaviors.
Establishment of the Problem
Congestive heart failure,
failure

(Matteson & McConnell,

sometimes called left heart
1988), occurs when the

weakening heart fails to pump out enough blood to meet the
demands of the body and of itself. Fluid leaks out of the
vessels and backs up in the lungs and, due to gravity,
also in the legs and ankles. A more precise definition is
"an inability of the heart to generate an adequate cardiac
output to perfuse vital tissues"

(McCance & Huether, 2002,

p. 101). CHF may occur secondary to myocardial infarction,
coronary artery disease, hypertension, or other causes.
Whatever the cause, the insidious onset and progression
create shortness of breath, cough, weight gain, and
fatigue. A physical exam reveals pulmonary edema,
hypotension or hypertension, and an S3 gallop

(McCance &
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Huether,

2002). Management is aimed at reducing the

heart's workload, monitoring and controlling hypertension
early, decreasing sodium in the diet, smoking cessation,
elimination

or reduction of alcohol from the diet, and

institution

ofa moderate exercise program approved by

physician

the

(Dahl & Penque, 2000).

While public awareness has been raised on
hypertension, many people still do not know that
uncontrolled hypertension is a preventable cause of heart
failure. Many people with CHF are asymptomatic in the
early state

of the disease and fail to understand the

importance of

self-care and control of risk factors as key

to maintaining their status. Further, because CHF is
associated with aging, elders sometimes believe that
shortness of breath, swelling of the ankles, or fatigue
are just a necessary part of growing old. They fail to
recognize these as treatable manifestations of the
disease.

Identification of heart failure symptoms is key

to managing heart failure and was found to be limited in a
study done by Jaarsma et al.

(2000). Elders may find

themselves in uncompensated heart failure in the hospital,
ill, and frightened. Conversely, others hear the term
"heart failure" and believe that nothing else can be done,
such that they do not take their medicines or fail to
report increasing shortness of breath. They fear that
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activity or exertion on their part will worsen their
condition, while research has shown just the opposite,
there is strong support

and

documented in favor of the

beneficial effects of exercise in persons with heart
failure

(Adams, 2000).

While research has shown that some patients with
heart failure do not fully appreciate the relevance of
information or remember all that the clinician has told
them during the office visit
Abery, McCoy, Bulpitt,

(Rogers, Addington-Hall,

& Coats, 2000), studies also exist

that demonstrate that people can adapt and learn as they
age. Citing prior research on health behaviors in older
adults, Martin, Harbin, Harrell, Watson, and Panucicci
(2000)

noted that data were available to demonstrate that

older adults practice health-promoting behaviors. Weaver
and Gary's study (cited in Martin et al., 2000)

also

identified that practicing health-promoting behaviors
could enhance an older adult's ability to function as well
as their overall health status. Numerous pilot studies
have been done or are underway to help educate persons
with CHF about their disease. However, studies have shown
that up to 20% of all adults in the United States are
functionally illiterate. Subgroups of people with
adequate, minimal, and inadequate literacy levels scored
progressively lower on information related to their

diabetes or hypertension

(French & Larrabee,

1999) .

Similarly, CHF educational materials are of little value
to the elder with CHF if he or she cannot read them. Few
low literacy materials are available to elders with CHF
(Bennett et al., 2000).
The purpose of this study was to provide basic low
literacy level CHF education to help community-based
elders learn to recognize the symptoms of CHF and improve
their self-care, thus decreasing the likelihood of further
decompensation or hospitalization. The results of this
study will add to the body of knowledge used by nurses so
that they can better meet the healthcare needs of this
population.
Significance to Nursing
Nursing encompasses education, research, and
practice. This study was done to determine the effects of
teaching a group of elders with CHF about their disease.
It has implications for all three aspects of nursing.
Education. It is an accepted belief that people
already diagnosed with CHF are in great need of basic
information that they can assimilate and use to help them
maintain and preserve their cardiac functioning

(Hagenhoff

et al., 1994). Research on any specific behaviors of
patients with CHF is limited, and insight into the reasons
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for limited compliance and self-care is needed

(Jaarsma et

al., 2000). Nursing is known for its emphasis on patient
teaching. Nurses, and in particular nurse practitioners,
are well positioned to be able to provide the basic
information needed by persons with CHF and their families
as they help care for them. Nursing educators must first
provide quality CHF education to nurses. It is then
incumbent on nursing to use that basis to educate and
inform the CHF patients,

families, and communities.

Research. Because of the vast numbers of aging adults
who will develop CHF in the coming years and the
escalating healthcare costs associated with care of this
population,

further research is needed in the areas of

compliance with CHF programs and understanding of the
information presented. Current research aimed at a three
pronged educational thrust of oral and written information
to which is added telephone and home visit follow-up looks
promising

(DeWalt et al., 2001). While technology is

available in some areas to assist in education and
monitoring,

it is not available to everyone, nor has it

been proven ideal for all patients. Basic written, visual
materials are perhaps still the mainstay of teaching in
this population. The implication for research in CHF
education is that basic low literacy education information
can be effective in assisting this group of patients.
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Nurse practitioners who treat CHF patients can offer a
rich body of knowledge to researchers by making known the
practices and methods by which they have been able to help
their heart failure patients manage their condition.
Practice. While recognition of heart failure symptoms
when the patient presents at the clinic or emergency
department of the local hospital is a given on the part of
the nursing staff and nurse practitioners, this is
actually tertiary care aimed at prevention of further
complications or death. Preventive care to assist the
heart failure patient to recognize and manage his own
health status early on would be better.

Patient

recognition of symptoms, theoretically, would lead to
healthcare provider notification,

intervention,

and a

speedy halt to the decompensation and hospitalization that
follow. Dean, Hoist, and Wagner's

(1983) study found that

up to 95% of all health problems are managed at home
through medical self-care.

In a report on the self-care

practices of older adults. Metier and Kemper

(1993)

stated

that most of the healthcare in this country consists of
what people do for themselves; training elders in selfcare skills can improve the quality of outcomes, reduce
costs, and make the healthcare system more relevant for
elders. The enormity of the problem of CHF mandates that
nursing practice act on all fronts, in the hospital,

in
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the clinics, and in home care, to recognize CHF in
patients,

and to maximize every opportunity to educate,

instruct, and care for these persons.
Theoretical Framework
Orem's Self-Care Deficit Nursing Theory was used to
guide this research study. Orem defines self-care as an
action or process one does. These actions are applied in
the domains of air, water and food, excrement,

rest and

activity, and others.
Three systems exist within Orem's professional
nursing practice model: the compensatory system, in which
the nurse compensates for the patient's self-care deficit
by providing all the care which he would do for himself if
he could; the partially compensatory system, in which the
nurse and patient share responsibility for care; and the
educative-development system in which the patient has
primary responsibility for care, with the nurse acting as
consultant. This researcher endeavored to employ the use
of this latter system in this study. Health education is
an example of an educative-development system between the
nurse and the patient that informs, motivates, and enables
the person to take care of himself better. Based on Orem's
theory,

information designed to educate the elders who

participated in the study would have the effect of
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enlightening them and enabling them to make better
decisions about their heart failure care at home.
In Orem's theory, three sets of limitations for selfcare are described: limitations of knowing,

limitations of

judgment-decision making, and limitations of restriction
on results achieving courses of action. Any or all of
these limitations may exist at any given moment. An
example of knowing that these limitations exist and making
an effort to supersede them would be that of the nurse
practitioner who knows some of his or her CHF patients
need closer monitoring in between visits. He or she makes
the effort to call these patients at home to ask key
questions about their status, medications,

or other areas

deemed to need follow-up.
The Self-Care Deficit Theory also provides a
framework for considering patient situations in which the
nurse's practical contribution to the patient's well being
is recognized. The nurse may design a plan for helping
that compensates for the limitations expressed as selfcare deficit. Self-care is a universal requirement for
sustaining life and enhancing health,

and competence in

self-care activities can significantly impact quality of
life. Nursing has the duty to assist persons to achieve a
higher level of self-care by teaching patients basic and
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effective heart failure self-care behaviors. Orem would
define that patient as having improved self-care agency.
Assumptions
The following assumptions were made for this study':
1. Congestive heart failure is a chronic,
deteriorating disease that can end in death if not
treated.
2. Elders are able to perform self-care activities.
3. Elders are able to learn.
4. Congestive heart failure education is an example
of an educative-development system between the
nurse and the patient that enables the patient to
improve his or her own heart related self-care.
Statement of the Problem
Educational intervention may help decrease the
morbidity and mortality of CHF, as many elders with CHF
do not understand their illness, or know how to manage it.
Therefore,

the problem for this research study was to

determine the effectiveness of a basic CHF teaching
intervention in a group of community-based elders with
CHF.
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Research Hypothesis
One null hypothesis was used to guide this study:
There will be no difference in the knowledge level of
community-based elders with CHF who receive CHF education
and those who do not receive CHF education.
Definition of Terms
For the purposes of this study,

specific terms were

defined as follows:
1. Knowledge
Theoretical : familiarity,

awareness, or

understanding gained through education,
experience, or study {American Heritage
Dictionary,

1988).

Operational: an understanding of CHF through an
educational intervention presented by the
researcher.
2. Community-based elders
Theoretical : an older, influential member of any
tribe,

family, or community

{American Heritage

Dictionary, 1988).
Operational:

For this study,

community-based

elders are persons between the ages of 60 and 80
who reside at home and who have CHF.
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3. Congestive heart failure
Theoretical : a chronic, deteriorating condition
that occurs as a consequence of a number of
cardiovascular diseases

(Thomas & Riegel,

1999).

Operational: the specific cardiac disease state
recognized and diagnosed by a health care provider
in the clinic.
4. Education
Theoretical : the process of educating and the
knowledge or skills obtained

{American Heritage

Dictionary, 1988).
Operational: a specific mail-out teaching
intervention consisting of materials designed by
the researcher in conjunction with information
approved for use and developed by DeWalt et al.
(2001).
Summary
This chapter presented information describing the
nature of CHF and the impact of CHF, both in terms of
numbers of individuals who suffer from it and in terms of
healthcare costs. The need for CHF education was
presented. A brief introduction to Orem's Self-Care
Deficit Nursing theory was given. Orem's theory was used

14

to guide the study. Terms were defined, the hypothesis was
defined,

and assumptions were given.

Chapter II
Review of the Literature
A review of the literature available on the subject
of congestive heart failure
conducted. Specifically,

(CHF) management was

articles and research studies

done on heart failure education and self-care behaviors
were sought. While this review is not an exhaustive one,
it contains findings from the literature deemed important
to this research study.
An abundance of heart failure information is
available through many sources; however, not many studies
relating specifically to self-care behaviors in the heart
failure patient were found. One such study was conducted
by researchers Jaarsma et al. and reported in 2000. These
researchers conducted a study to describe self-care
behaviors in heart failure patients.

In addition, they

sought to test the effect of education on self-care and
the effects of limitations on self-care. Concepts from
Orem's general theory of nursing were used to guide this
study in describing self-care behaviors specific to heart
failure and its limitations. The effects of planned
15
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education from nurses in a hospital and again at home were
evaluated in an experimental design. The following
research questions were formulated:
1. What is the effect of education and support on
self-care behavior and limitations on self-care?
2. What types of self-care behaviors do patients with
heart failure have?
3. What limitations on self-care behavior do they
cite?
Because the researchers used Orem's Self-Care Deficit
Theory of Nursing, they used the limitations on self-care
habits of the heart failure patients. Patients were
identified to have limitations of knowledge or
understanding of their condition,

limitations in making

decisions about what they had to do to take care of
themselves, and or limitations of skill or opportunity
that affected their results.
The sample included 226 patients who had been
admitted to a hospital for heart failure. All the patients
had shown symptoms of heart failure for 3 or more months
and were judged by the New York Heart Association
classification system to be class III or IV. In addition,
subjects had to be 50 years or older and literate in their
language

(Dutch).
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Of the 22 6 original patients,

128 completed the

study. The mean age of the patients was 72 years. Sixty
percent of them were males. Most of these subjects lived
independently and slightly more than half lived with a
spouse.

Patients were assigned into either an intervention

group or a care as usual control group.
The researchers developed a supportive-educative
program to enhance self-care behaviors in heart failure
patients. This program provided patients and their
families information about heart failure and treatment.
During their hospital stay, intervention group patients
were evaluated for possible limitations of knowledge,
judgment,

or decision making. All patients received a card

with warning signs on it. After that, the intervention
group of patients were telephoned at home and visited by a
home nurse, and continued instruction was provided
accordingly. The nurse instructed each patient on how to
weigh himself and log the weights, how to limit sodium
intake, avoid alcohol and tobacco, and also provided
instructions about medications and exercise. After the
home visit, patients were told to follow up with their
doctors.
Data were collected at 1 month,

3 months,

and again

at 9 months using a Heart Failure Self-Care Behavior
Scale, which the researchers developed specifically for
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their study. This 19-item questionnaire sought yes or no
answers on heart failure related behaviors. A total selfcare behavior score was calculated by adding all positive
answers

(range 0 to 19). Cronbach's alpha for this scale

ranged from .62 to .68. To assess limitations of behavior,
patients were instructed to give reasons for all no
answers. Researchers used descriptive statistics to
describe limitations, and differences between the control
group and intervention group were evaluated with t-tests;
p values below 0.05 were considered significant.
The effect of the intervention was clearest in the
short term,

after one month. For that period, patients

reported significantly higher self-care behaviors.
Patients in the intervention group reported complying with
14 of the 19 behaviors as opposed to 12 in the control
group. While both control and intervention group patients
reported less self-care behaviors over time, the
intervention group having received the educational program
reported more self-care behaviors than the control group.
At 3 months the intervention group reported 12.2 versus
10.6 in the control group and at 9 months,

11.2 versus

10.3. Researchers found mean scores on limitations at 3
and 9 months between the groups were not significant.
Several patients did not mention limitations on their
replies, mainly for reasons of fatigue. Some patients
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became irritated when asked to explain. Still others cited
quality of life as the reason for not engaging in selfcare behaviors as instructed. Their reasoning was that
they did not want to bother the doctor or they believed
that the doctor could not help them anymore. The
researchers concluded that some patients appeared to have
made a risk-benefit decision based on criteria important
to them, and thus did not comply with the instructions
intentionally. Lack of motivation was also cited as a
reason for not engaging in the self-care behaviors in
which that they had been instructed.
The researchers concluded that supportive educative
intervention is effective in enhancing self-care behavior.
However, even after intensive education and support,

some

patients continued to show limitations in self-care
behavior. The researchers concluded that while patient
decisions not to engage in particular treatment regimens
or behaviors should be respected, all information must be
given to the patient in order for him or her to make a
well-informed decision. They also added that tailoring
teaching strategies to patients would be of use, as well
as planning how to provide the patients with experiences
designed to increase adherence. The example cited was
using the patient's weight log at the office visit to show
how the medication would be adjusted, proving that his or
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her input and effort were used to help guide treatment.
Additionally, they added that a good relationship between
the patient and his or her healthcare provider could make
a meaningful difference in the patient's motivation and
adherence to the plan. Family nurse practitioners who
holistically assess the CHF patient and provide timely,
readable heart failure self-care information may make an
impact on overall heart failure status in this group. The
current researcher obtained valuable insight regarding
self-care agency in CHF patients from this study.
Another congestive heart failure study was done by
researchers Miranda et al.

(2000) for a large healthcare

delivery system in Wisconsin composed of hospitals, home
health agencies and hospice. This multidimensional effort
began in 1999, and implementation took place in 2000. Team
members planning the project included each discipline and
those with extensive clinical, quality, or administrative
experience. The goals for this project were to

(a)

incorporate best evidence-based practice to rapidly
stabilize the patient and

(b) establish early,

coordinated

patient education to promote self-care at home with the
support of appropriate resources. Outcomes selected for
improvement were length of stay, readmission frequency,
and prescribing patterns for angiotensin converting enzyme
(ACE) inhibitor and beta blocker medications. The team

21

Utilized the American College of Cardiology

(ACC) and

American Heart Association Guidelines for heart failure
management. These guidelines include initiation of ACE
inhibitors, beta blockers, diuresis, and digoxin as the
mainstays of heart failure treatment.

Prescribing of beta

blockers and ACE inhibitors at discharge for appropriate
patients was followed.
The program involved stabilization of the patients
during hospitalization, education regarding recognition
signs of heart failure, when to call 911, logging of daily
weights, and medication regimens followed by discharge
medication regimens guided by ACC protocols, and home
health nursing visits for maintenance.

Patients were

taught how to weigh themselves in the hospital setting.
The barrier to compliance with daily weights was
eliminated through provision of scales for patients to use
at home if they did not own scales and could not afford to
buy them.
Another key feature of this particular program
included the purchasing of pill boxes by the healthcare
system to be distributed to patients who could not afford
to purchase them as well as assistance with
pharmaceuticals through a system pharmacist. This unique
feature eliminated the barrier to medication compliance
created when patients cannot afford their medications.
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It was recognized that the patients did not learn as
readily or retain teaching while under the stressors of
illness during hospitalization,

so the barriers to

learning were decreased by refreshing the heart failure
education through home health visits. Specially designed
clinical paths, teaching,

and protocols were used for all

heart failure home health patients. Home health visits
were augmented through the use of telephone monitoring at
regular intervals.
One particular outcome measure, that of réadmissions
to hospital for heart failure reasons, would test the
overall effectiveness of the program's interventions. The
authors concluded by providing data comparisons of
readmission rates to the system's hospitals for 2000 and
2001, the medical group's 30-day readmission rate in 2000
was 9.4%. In 2001

(January through October) the 30-day

readmission rate was 6.7%. The 90-day readmission rates
were less significant, with rates in 2000 of 14.70% as
compared to a rate of 13.40% in 2001

(January through

October).
While this information proved enlightening and useful
to the current study, it contained features that would
make replication of the study difficult. Educational
materials and the program in toto were unique to this
system,

and multiple interventions were employed so that
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it is difficult to know which actual interventions were
most effective. However, conclusions reached in the study
are of importance to this researcher: heart failure
information with the goal of improving patient's self-care
and fewer heart failure hospitalizations.
Further health promotion programs for elderly adults
living in a community-based environment are available for
review and were studied by this researcher. Of interest
was one such report published in 2001 and completed by
Immamura

(2002). Immamura's study on low-income apartment

dwelling elders' health promotion needs showed a high
degree of satisfaction among the elders with the programs
presented by Immamura.
The setting of the study was a low-income housing
complex in Ohio populated by elders. Twenty-two elders
participated in a face-to-face interview with the
researcher to identify their health needs. The average age
of participants was 78 years,

81.8% were women, and 77.3%

were Caucasian.
A total of 55 elderly people participated in health
promotion programs entitled Amy's Chat Room, with an
average of 18 people or 12.8% of the total number of
residents participating in each of the programs. The
researcher noted that the age of the participants could
not be obtained due to the open nature of the meetings.
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The researcher developed a questionnaire based on the
Neuman Systems Model, which incorporates a total-person
approach to health. The questionnaire consisted of
descriptive data for characterizing the demographics data
and a 4-point Likert scale for measuring participants'
perceptions of their own health status.
The most common concerns of the elderly participants
in the face-to-face interviews centered around aging and
illness. Based on the initial interviews, a series of fun
and comprehensive health education programs were arranged.
The goals were to promote the elder's awareness and
understanding of their chronic diseases, inform them of
proper nutrition and its impact on health, help them
perform exercises specially designed for elders, and
facilitate supportive relationships among them.
The researcher used the PRECEDE-PROCEED model for the
systematic development and evaluation of health education
programs for this group of elders. This particular model
is based on the social and behavioral sciences and
contains nine steps. This model delineates the aspects
that may influence health behaviors to help the education
planners aim for changing the most important reversible
factors that influence health. The first five steps
comprise the diagnoses, which become the basis for the
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programs. Step 6 is the implementation phase and steps 7
through 9 are the evaluation phases.
The topics and frequencies of programs were agreed
upon mutually by the building staff and residents in the
apartments. The first meeting's focus was on chronic
disease and prevention. While no questions were asked
during the program, one month later participants could
recall the signs and symptoms of stroke. The second
meeting centered around eating healthy with a Japanesestyle diet. Participants learned more about eating healthy
and compared a Japanese diet to the traditional American
diet, which is often high in fat. Discussion extended to
the connection between food and spiritual beliefs held by
the Japanese about foods. The elders could appreciate the
connection. This seemed to help the participants become
more comfortable, which led to a long and active
discussion between the elders and the researcher about
diet, meals, and life philosophies after the program
ended.
The third meeting was on Tai-chi, a slow-moving
exercise coupled with calming breathing which was
demonstrated for the group. The researcher stated that the
participants found this to be relaxing without stressing
or hurting their joints. Further connections were found
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between Japanese and Christian spirituality regarding
meditation.
The researcher concluded that the programs were
evaluated positively with average scores of 3.2 for the
first program,

3.6 for the second, and 3.7 for the last

program out of a possible 4. Promoting mutual respect and
trust was listed as important in helping to engage elders
more in positive thinking. This study contributed to a
knowledge base in which all factors leading to positive
and successful health promotion in elders are considered.
Immamura's

(2002) research study confirmed that elders can

learn health-promoting activities that would enhance selfcare, a fact underpinning this researcher's study on CHF
education to elders.
In a study published in 2000, researchers Bennett
et al. developed a heart failure teaching intervention to
improve compliance with the self-care regimen for patients
with heart failure. Called Heart Messages, this theorybased, tailored message project was developed in four
phases. The purpose of this study was to evaluate the
effect of the tailored message program on beliefs about
medication and dietary sodium restrictions in heart
failure patients.
The researchers noted that in their literature
review, many programs were found that were based on
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intensive management of this population by health care
providers with expertise in heart failure. They stated,
however,

that primary care physicians without a

cardiologist were treating 7 6% of heart failure patients,
and they cited the need for more interventions that can be
implemented by non-specialists. They also noted that some
heart failure patients are being treated by nurse
practitioners, but the exact number is unknown.
The project included four phases: the development of
printed messages based on individual beliefs, a pilot
study to test the messages, development of a Web-based
tailored message for use in patients' homes,

and clinical

evaluation of the acceptability of the messages by one
elder with heart failure.
The Health Belief Model provided the theoretical
framework for this study as it has been widely used in
research to guide interventions to improve behaviors in
health care. Researchers developed two scales : the Beliefs
about Medication Compliance and the Beliefs about Dietary
Compliance, designed to assess barriers and benefits to
compliance in these two areas. These are 12-item scales
with a 5-point response scale, with both scales yielding
two subscale scores for barriers and benefits. Researchers
noted that these scales had shown satisfactory reliability
and validity in tests with heart failure patients prior to
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this study. Higher scores on the benefits questions
indicated greater perceived benefits from a particular
behavior, whereas higher scores on the barrier questions
indicated greater perceived barriers to a behavior.
Approval was obtained for the research, and a
convenience sample was obtained from a nurse-managed heart
failure clinic. Eligibility criteria were medical
diagnosis of heart failure

(as defined by the New York

Heart Association classification system), ejection
fraction of less than 40%, and enrollment in the clinic
for less than one year. Sixteen patients were enrolled in
the study over a 9-month period. The sample was comprised
of mainly African-American men who were married. Etiology
of their heart failure was mainly ischemic. Mean age of
the sample was 63 years, and the mean ejection fraction
was 25%. Most of the sample patients were a Class II in
the New York Heart Classification system.
Potential participants were contacted during a
regular clinic visit, and the study was explained to them.
If they agreed to participate, demographics data and
consent were obtained at that time, as well as the
completion of the two scales about beliefs mentioned
above.

Patients in the control group were contacted a

month later for a second completion of the scales.
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Patients in the intervention group were seen by the
researcher for the intervention.
When the researcher visited the intervention group
patients in their homes, printed information was reviewed
and left with the patients about management and self-care
for heart failure. Visits ranged from 15 to 45 minutes,
tailored to the patients needs. Two weeks later, patients
were contacted by telephone to complete the belief scales
again.
Descriptive statistics were used to compute the
belief scale scores. Mean scores at baseline and followup ranged from 3.62 to 3.90 out of 5 points for the diet
benefits scale and 4.0 to 4.23 for the medication benefits
scale. Researchers noted that these scores meant that as a
group the participants agreed that the behaviors were
beneficial. Mean scores for the barriers scale ranged from
2.63 to 3.23 out of 5 points possible for the dietary
scale, and 2.67 to 4.63 for the barriers to medication
compliance behaviors scale. Researchers defined these
scores as differences in patient's perceptions as to
whether they perceived the items as barriers to behavior.
To evaluate the treatment's effectiveness,

change

scores were computed to determine whether each patient's
scores remained the same, improved, or decreased. Benefits
subscales for dietary items demonstrated the least
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improvement.

Some patients showed worse scores.

Some

improvement was demonstrated in the medication barrier
subscale scores.
The researchers noted that the study, while small,
did give valuable information.

Some changes in beliefs,

especially in the barriers subscales, showed change in the
treatment group. Researchers gave several possible reasons
for the score decline that they noted in some patients'
scores,

such as patients had been referred to this nurse-

managed clinic and, therefore, may have been sicker to
start with than some of the other patients. Other reasons
given were that the intervention was not strong enough and
that additional resource materials might have boosted the
effectiveness of the teaching treatment.
In the following phase of this study, the researchers
developed Heart Messages as a Web-based teaching program
for heart failure patients. They re-evaluated the printed
messages and made revisions as needed. New tailored
messages were written for the items on the self-monitoring
scale. They then incorporated sound, pictures,

and

graphics for audio-video presentation of the materials.

It

should be noted that at this point the messages were
geared toward women only. The reason given was that this
was a pilot study and that two thirds of the patients for
the planned phase four were women with heart failure.
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Messages were narrated by both black and white women,
allowing the messages to be matched to the ethnicity of
the women to whom they would be presented.

Photographs

were taken of various women acting out the points of the
messages.

Space on the World Wide Web was available

through the Adult Health Department,
Nursing.

Indiana School of

Participants were able to complete the health

belief scales online, and copies of the messages could be
printed out by the patients in their homes if so desired.
Actual recruitment of the final sample of women for
this phase of Heart Messages proved more difficult.
Seventeen women with heart failure were recruited from a
county hospital after approval for the project was
obtained. These women were initially contacted by
telephone. One died before the trial started,
be reached,

4 could not

4 were simply not interested, and 3 did not

have cable service. Four women were left in the sample. Of
these four, one withdrew, one could not be available later
for the follow-up, and one was a technology failure. That
left one 7 0-year-old heart failure patient for the Webbased teaching program.
The actual teaching was accessed through a cable
television line using WebTV, which was provided for the
program. The participant received $10 for completion of
the scales, and $15 for viewing the Web-based program. Two
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weeks after the intervention, the participant was
contacted and reported that the audio portion was valuable
because her sight was poor. She said she found the tone of
the narrators friendly and described the graphics as
enjoyable.

She said she enjoyed being able to learn in her

own h ome.
In conclusion, researchers felt the program was a
success and cited that many elders who are marginally
literate would benefit from pictures as teaching tools
instead of words to help them comprehend the information.
They cited that the program offered self-paced learning.
Finally, the information could be printed off for review
later. The researchers cited that the cost of the program
entailed purchase of the computer, printer, and web access
and could be used at clinics and offices. Review of this
study yielded information about other avenues for teaching
and promoting self-care behaviors to elders of interest to
the current study.
Summary
Each of these published articles provided valuable
data to this researcher with clear implications for
nursing practice. Provision of pictures for patients with
low literacy, wording materials at a low literacy level,
and review of materials in the safety and comfort of one's
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own home confirmed the interventions that have proven at
least partially successful thus far in this area of
research and lend credence to the design of the current
study.
Review of the literature demonstrates an ongoing need
for further research into the area of compliance with
heart failure-related self-care behaviors. No study has
thus far proven to be one that can be readily adaptable
and the treatment of choice for this population. Reasons
for the lack of a standardized heart failure teaching
program include availability of technology to support the
computer and web-based education in some areas and lack of
understanding and comfort with technology-based teaching
in this elder population. However, healthcare providers
may find this fact changes as generations that have been
acclimated to computers and technology age. Other reasons
include the diversity of our population as a whole,
fragmented healthcare delivery, costs of healthcare, and
social issues surrounding heart failure patients in their
home environments. This realization in no way obviates the
need for the nurse practitioner to assess each heart
failure patient and provide as tailored an intervention as
is possible. Every effort must be made to help educate
this population,

so that they can improve their self-care

and overall quality of life.

Chapter III
The Method
The purpose of this study was to evaluate communitybased elders'

level of knowledge regarding congestive

heart failure following a teaching intervention.

In this

chapter, methods used to determine the level of knowledge
about congestive heart failure

(CHF) in community-based

elders, as well as the research design,

setting,

population, and sample are identified. The method of data
analysis is also identified.
Design of the Study
An after-only posttest design was utilized for this
study. This design was appropriate because the subjects
were surveyed for knowledge once during the study after
random assignment and the introduction of the treatment
(Polit & Hungler,

1993). A convenience sample of clinic

patients having the correct ICD-9 code for diagnosis of
CHF and who were 60 to 80 years of age, living at home,
were selected for inclusion.
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Variables
The dependent variable for this study was knowledge
level about CHF in community-based elders. The independent
variable was the teaching intervention sent out to the
intervention group. Extraneous variables as assessed in
the Demographics Survey included length of time the
subjects had been diagnosed with CHF and exposure to
previous education about CHF. Intervening variables may
have included the subjects' understanding of the
questions, the immediate environment in which they read
over the information and answered the surveys, and their
perceived health or wellness on that particular day.
Control variables included the subjects' ages, their place
of residence, and literacy. Literacy was controlled by
using low literacy tools, including some pictorial
education materials.
Setting^ Population and Sample
The setting for the study was a rural central county
in a southern state served by a primary care clinic.
Ethnically, this community is composed of both AfricanAmericans and Caucasians. This county has a low per capita
income, and there is a high degree of low literacy in the
population

(National Center for Education Statistics,

2001). Low literacy materials were used

(6^^ grade level)
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to facilitate understanding. The target population
consisted of persons aged 60 to 80 years,

living at home,

and had the diagnosis of CHF as identified by a physician
at the primary care clinic. Computer files were used for
the initial selection. The convenience sample was
comprised of subjects who met the inclusion criteria.
Sample anonymity was protected by a double-blind
technique, with subjects being randomly assigned by the
clinic manager into either a control group or an
intervention group by numbering off. Odd-numbered subjects
starting at number 1 went into the intervention group.
Even-numbered subjects were assigned into the control
group. The target sample was 50 elders, 25 in each group.
Methods of Data Collection
Instrumentation.

Instrumentation consisted of a

researcher-designed demographic survey used to assess the
characteristics of the sample

(see Appendix A ) . The survey

contained four items related to the subject's age, race,
sex, and previous CHF education. A fifth question asked
how many years the subject had had CHF. The last two items
sought information from the subjects related to
medications taken for CHF and how many times they had been
admitted to the hospital because of their CHF.
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A second instrument was a researcher-designed, twopage informational document containing basic CHF education
(see Appendix B ) . This material was broken down into
sections: a section describing heart failure physiology,

a

section on diet which stressed low sodium or salt, a brief
section on exercise,

and the need to take one's medication

as ordered. Another section addressed body weight and how
to check for swelling in the lower legs.
Additionally,

two color pages with pictures were

used; one page depicting a simplified body with shaded
portions representing fluid collection in the lungs and
lower legs and a second page giving information about when
to report shortness of breath, edema and trouble sleeping
comprised the rest of the intervention
DeWalt et al.

(see Appendix C ) .

(2000) of the University of North Carolina

at Chapel Hill designed these color materials. These two
sheets were part of a set of CHF materials designed by
them for use in a pilot study to teach CHF patients with
low literacy skills. While they used them as part of a
pilot study and no validity or reliability has yet been
established, they were able to demonstrate a change in
behavior

(consistent daily weights). The program is

assumed to have face validity within the confines of this
study. The two pictorial education sheets have been used
by the authors at their CHF clinics. Permission was
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obtained by the current researcher to use these materials
(see Appendix D ) .
A simple written posttest designed by the current
researcher was used to determine level of knowledge after
the teaching intervention. This posttest,

the Meggs Heart

Failure Information Survey, was comprised of 10 statements
requiring a yes-no response

(see Appendix E ) . It should be

noted that since this tool was designed by the researcher,
it has no validity or reliability. However,

it was

approved by a committee of experts. Questions 1, 3, 4, 5,
7, 9, and 10 were correct if answered yes. Questions 2, 6
and 8 were correct if answered no. Each correct answer
received one point for a range of 0 to 10. The higher the
score, the greater the knowledge of the subject on CHF
basics. Question 11 was an optional sharing question which
allowed the individuals to identify any needs or issues
related to their condition.
Procedures. Prior to implementation of this study,
permission was obtained from Mississippi University for
Women's Committee on the Use of Human Subjects in
Experimentation

(see Appendix F ) . Approval was also sought

and obtained by the clinic's Institutional Review Board
(see Appendix G ) . Following approval,

subjects were

selected for inclusion in the study based on review of
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ICD-9 codes for CHF codes and age. Subjects had to be
between 60 and 80 years of age and reside at home.
Subjects in the intervention group were sent a packet
containing the purpose of the study, consent, demographic
data form, and the educational intervention materials

(see

Appendix H ) . A decaffeinated tea bag was enclosed.
Intervention subjects were given 4 weeks to review the
materials. After 4 weeks, the intervention group received
the Meggs Heart Failure Survey to complete. At the same
time, the Meggs Heart Failure Survey was mailed out to the
control group from the clinic in self-addressed,

stamped

envelopes provided by researcher. This mailing also
contained a decaffeinated tea bag. Two weeks following
that mailing, a reminder postcard was sent out by clinic
manager to encourage all subjects to complete the survey
and return it to the researcher.
Data Analysis
Descriptive statistics were used to analyze the
demographic information gathered. A two-tailed t test was
used to analyze the scores and test the null hypothesis.
This is a parametric test used for analyzing the
difference between two means. Scores on the posttest were
summed, and a mean score assigned for each group. The ttest was used to compare scores of the control group to
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the scores of the intervention group, as an objective
means for determining the level of knowledge in subjects.
For question 11, thematic content analysis was employed.
Summary
In summary, this chapter reviewed and explained the
design of the study for the empirical phase. Variables,
population,

sample, and setting were discussed as well as

the instruments used for intervention and testing.
Finally, the methods for data collection and analysis were
identified.

Chapter IV
The Findings
The purpose of this study was to evaluate the
knowledge level after provision of a low literacy
educational intervention on congestive heart failure

(CHF)

to help community-based elders learn to recognize the
symptoms of CHF and improve their self-care. Level of
knowledge regarding basic CHF self-care was assessed in
the control group and after a teaching intervention in the
intervention group through a mailed survey. The design was
a simple after-only survey design.

In this chapter, a

description of the sample, demographic data, and the
results are presented. Any additional findings are also
presented for review.
Description of the Sample
The sample from the target population of communitybased elders consisted of elders in a southeastern state,
aged 60 to 80, who lived at home and who had CHF as
established by their doctor or nurse practitioner.
surveys were mailed to the sample, 20 surveys to

41

Forty
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participants in the intervention group and 2 0 to the
control group. The final sample consisted of 11
participants who returned the surveys.
The mean age of the participants was 69.1 years with
a range of 60 to 80 years. The sample consisted of 5 (45%)
males and 6 (55%) females. Ethnic backgrounds were
African-American

(27%) and Caucasian

(73%).

Respondents were asked if they had previous CHF
teaching. Three

(27%) responded positively, and the

remaining 8 answered in the negative.

Four of the

respondents did not know how long they had had CHF, 4
checked 1 to 5 years, 3 marked 6 to 10 years, and one
marked greater than 10 years.
Five of the study participants knew their heart
failure medications,
medications,

5 did not know their heart failure

and one did not indicate.

The question regarding number of times respondents
had been admitted to hospital for heart failure drew
responses ranging from do not know to four times. Three
respondents left this question blank (see Table 1).
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Table 1

Demographic Characteristics of Sample Expressed in
Frequency and Percentage
Variable
Age

(years)
60
61
62
64
65
69
70
76
80

1
1
1
1
1
1
1
2
2

8.9
8.9
8.9
8.9
8.9
8.9
8.9
18.8
18.8

Race
Caucasian
African-American

8
3

73.0
27.0

Gender
Male
Female

5
6

45.0
55.0

Previous teaching
Yes
No.

3
8

27.2
72.8

Length of time for heart failure
1 to 5 years
6 to 10 years
More than 10 years
Did not indicate

4
2
1
4

36. 6
18 .8
8.9
36. 6

Know medications
Yes
No
Did not indicate

5
5
1

45.5
45.5
9.0

Hospitalizations for CHF
One
Two
Three
Four or five
Zero
Do not know
Did not indicate

1
2
1
2
1
1
3

9.0
18.0
9.0
18.0
9.0
9.0
27.0

Note. Percentages were rounded to the nearest 10^^.
=
11.
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Results of Data Analysis
Data were analyzed to answer the following null
hypothesis: There will be no difference in the knowledge
level of community-based elders with CHF who receive CHF
education and those who do not receive CHF education. The
Meggs Heart Failure information Survey was used to
determine each respondent's level of knowledge about heart
failure related self-care behaviors. Respondents could
choose either a yes or no response.
Seven respondents from the intervention group
completed the survey. Scores for the survey ranged from 8 0
to 100 in this group with a mean of 94.28 6. The higher the
score, the better the knowledge regarding self-care
behaviors. Estimated standard deviation was 7.8 68.
Four respondents in the control group completed the
survey. Scores for this group ranged from 80 to 90. The
mean for this group was 85. Estimated standard deviation
was 5.774.
Differences between the means of the two groups were •
evaluated with Student t tests. Alpha level was set at
.05. The level of significance for the sample minus 2 df
{df = 11 - 2 = 9) was 2.262. This value established the
upper limit to what was probable if the null hypothesis
was true

(no significant difference in level of knowledge

between the two groups). The t value was determined to be
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2.046. Since this value is less than the level of
significance established of 2.262, the null hypothesis was
accepted.
The survey contained 10 statements to which the
participants could answer yes or no. A final area was
provided for participants to add any information they
wished about their heart failure. Only one used this area
for the comment "I feel tired and my legs hurt."
To the statement "CHF happens when the heart fails to
pump well," intervention group respondents all answered
yes, indicating satisfactory knowledge of the
pathophysiology behind CHF. All 4 respondents in the
control group also answered yes, indicating that they also
knew this information. This finding is of interest because
it negates the response from some of the participants who
stated that they had not received any CHF teaching prior
to the survey.

It is possible that they had been told this

by their medical doctor or nurse practitioner at some
point during a medical visit or hospitalization, but did
not equate this as "education." To the statement "I need
not report sitting up to sleep to my doctor or nurse
practitioner," 6 of the intervention group respondents
gave the correct answer. In the intervention group,

3

respondents answered correctly. Wordage of this statement
may have been vague. Recommendations are made by the
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researcher to rephrase this statement should this study be
replicated.

It is not possible to know at this point if

the verbage of the sentence was misconstrued and thus
influenced the responses.
All 7 respondents in the intervention group answered
yes to the statement that too much salt can make you
collect fluid,

indicating satisfactory knowledge about

that, and also all 4 of the control group. Information
about sodium and water retention has been available for
some time. One can surmise that education about salt and
fluid retention had been given to the control group at
some point.
Only one of the intervention group and one of the
control group marked no to the statement that it is
important to weigh every day. The intervention group
received the educational materials which clearly
instructed on the importance of daily weights,

so the no

response to that statement from one respondent is of
interest. Here again, personal choice or limitations in
judgment or decision-making skills may have been at work.
All 7 of the intervention group answered no to the
statement "It is okay for my legs to swell, it is because
I am older," indicating knowledge in that area; all of the
control group also answered no. Similarly, all respondents
in both groups correctly replied to the statement "To
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check for swelling,

I should press a finger into the skin

of my shin and ankle area."
All intervention respondents correctly replied no to
the statement,

"It is okay for me to skip my heart, blood

pressure, or fluid pills sometimes." Conversely, one of
the control group respondents marked yes for that
statement.
Of most interest to the researcher was the statement
about contacting the MD for weight gain of 2 pounds or
more. One of the intervention group and 2 of the control
group marked no for that statement; in other words, they
would not contact the MD for weight gain of 2 pounds over
a 2-day period. Considering the instructions on contacting
the health care provider or MD office for that, this
response was a surprise from the intervention group. And
the last statement regarding shortness of breath being a
symptom to report to the MD was also marked no by one
respondent in both groups, in spite of information
explaining that fluid collection in the lungs can lead to
shortness of breath. See Table 2 for details on the Meggs
Heart Failure Survey self-care behavior statements and
answers by group.
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Table 2

Meggs Heart Failure Information Survey Response Comparison

N o . of correct responses

Statement

Intervention
group

Control
group

1. CHF happens when the heart fails
to pump well.

7

4

2. I need not report sitting up to
sleep to my doctor or nurse
practitioner.

6

3

3. Too much salt can make you collect
fluid in your body.

7

4

4. It is important to weigh every day
to see if fluid is building up.

6

3

5. Another word for salt is sodium.

7

4

6. It is okay for my legs to swell,
it is because I am getting older.

7

4

7- To check for swelling I should press
a finger into the skin on my
shin and ankle area.

7

4

8. It is okay for me to skip my heart,
blood pressure, or fluid pills
sometimes.

7

3

9. I should call my doctor or clinic if I
gain more than 2 lbs. in 1-2 days.

6

2

6

3

10. Shortness of breath is a sign that my
lungs may be collecting fluid again.
I should call my doctor or clinic.
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Summary
The data collected and analyzed for this study have
been presented in Chapter IV. Data analysis revealed that
most of the respondents were Caucasian
were African-American,

(73%), while 27%

55% were female, and 45% male.

Average age of the respondents was 69.1. Two of the
respondents were 80 years of age. Only three of the
respondents indicated that they had had previous CHF
teaching.

Scores were higher on the Meggs Heart Failure

Information Survey for the intervention group indicating
greater knowledge about effective heart failure related
self-care behaviors; however,

t test results indicated

that the difference in the level of knowledge was not
found to be significant between the two groups. The null
hypothesis was accepted.

Chapter V
The Outcomes
Congestive heart failure is a serious health threat
facing many elders today. Education about this illness
increases the possibility that elders will engage in
improved heart failure self-care behaviors, thereby
improving their control over the disease and decreasing
deterioration of their condition. Thus, the purpose of
this study was to evaluate community-based elders' level
of knowledge regarding self-care behaviors after a
teaching intervention. Orem's Self-Care Deficit Theory of
Nursing was used to guide the study. The null hypothesis
for this study was as follows: There will be no difference
in the knowledge level of community-based elders with CHF
who receive CHF education and those who do not receive CHF
education.
The target population was elders from 60 to 80 years
of age, and from this population a convenience sample was
obtained. The intervention group received basic low
literacy CHF education designed to help them recognize the
signs and symptoms of CHF and self-care activities. The
50
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Meggs Heart Failure Information Survey, a researcherdesigned tool used to determine level of knowledge about
CHF, was used.

Forty surveys were mailed to the sample and

11 were returned. This response rate was 27%.
Discussion of the Findings
Findings from this study revealed information about
the rate of return of mailed questionnaires. More
responses were received from the intervention group
(n = 7) than from the control group

(n = 4). From the 20

surveys that were mailed to this group, this is a response
rate of 35%. The control group return percentage was 20%.
Combined return rate was 27%. Inferences drawn from these
numbers could indicate that the educational intervention
may have increased the rate of response. While this cannot
be verified, Hagenhoff et al.'s

(1994) research on CHF

education revealed that CHF patients responses indicated a
desire for patient education about their condition. The
patients in that study rated the importance of anatomyphysiology information high. While the current study did
not elicit information from the participants as to the
importance of the information offered, basic anatomy
behind CHF was given to the intervention group.

Interest

on the part of the CHF patient about the disease would
appear genuine and could have impacted the return rate.
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Goyder in 1985 noted that most texts indicated that a
return rate of 30% for mailed questionnaires was average.
Goyder states that "the mailed questionnaire, however, and
electronic variants,

such as the telephone survey and

direct video interaction, are perhaps the optimal methods
for surveying postindustrial society"

(Goyder, 1985, p.

248). Goyder further shares information that indicates
that aggressive follow-up on mailed questionnaires can
influence rate of return. Since this researcher did not
know names or addresses of participants,

aggressive

follow-up was not possible with this study. However, this
researcher also acknowledges that it might have indeed
improved the return rate had that been possible.
This research was designed to present a basic, easyto-read and understand questionnaire to all of the
participants. Responses were either yes or no. Information
received was valuable, but also opened up other avenues
worthy of research pursuit,

such as further investigation

into reasons behind responses. Review of the Meggs Heart
Failure Information Survey statements and responses
indicated little or no difference in level of knowledge
with some of the statements. All participants marked yes
for statement number 1 that congestive heart failure
happens when the heart fails to pump blood well,
indicating knowledge of heart failure physiology. All
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responses for statement number 3 were also correct
indicating satisfactory knowledge that salt can affect
fluid collection. However, it is of interest, that with
statement number 4, which states that the CHF patient
should weigh every day to see if fluid is building up,
some "no" responses were circled by both intervention and
control groups. While most of the participants circled
"yes" for this statement, the negative responses are of
interest.
(2000)

It resembles the findings from Jaarsma et a l .'s

research on CHF patients after an education

program. Orem's Self-Care Deficit Theory of Nursing was
also used to guide that study.

In that study, despite

intensive education, limitations in judgment and decision
making skills were noted by both the intervention and
control groups. These limitations affected the
participants'

self-care behaviors. Those results led the

researchers to believe that personal beliefs and the
patient's own personal decisions influenced the self-care
behavior of daily weights. Patients did not find daily
weights useful, or considered it a vanity. Some could not
comply with this behavior because they did not own a set
of scales. Citing reasons for negative behaviors, Martin
et al. concluded that it may be possible that elder
patients simply are not fully aware of the amount of
control that they actually have over their own health
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outcomes through how they live

(2000). It is recommended

that future research on self-care behaviors among CHF
patients give the respondents an opportunity to indicate
reasons for responses.
Both groups indicated by correct responses that they
understood sodium was the same as salt. Incorrect
responses were noted more in the intervention group with
statement number 2 which dealt with notifying the
practitioner when the patient sat up to sleep. One
possible reason for the incorrect responses for this may
include the overall clarity of that particular statement.
Some respondents may have misunderstood it. While overall
scores were higher in the intervention group, indicating
improved knowledge of self-care behaviors, they were not
significantly higher than the scores of the control group.
Limitations of this study include the small sample
size. Replication of the study using a larger sample would
be of interest. Generalization of the findings to the
population at large is not possible due to the small
sample size. Another limitation might have been the
information provided in that it was not tailored to the
needs of each respondent specifically. Overall
readability, while kept to a literacy level of sixth
grade, may have impacted the study. Wordage or overall
clarity of the researcher-designed information survey

55

(used as a posttest) may have been a limitation. Other
limitations may have been the health and condition of the
respondents on the day that they completed the surveys.
Additionally,

the willingness of each respondent to share

personal information or to self-report may have affected
the outcomes.

Finally,

family-conditioning factors may

have impacted the study. In Orem's Self-Care Deficit
theory of Nursing, the family is the basic conditioning
factor, the setting that conditions the dependent care
factor. The care needed varies accordingly. Because the
family is the original human community in which the self
develops,

it impacts an individual early in life and may

influence self-care agency later. The impact of the family
on the respondents may have influenced the study outcomes.
Future CHF education research could explore this aspect of
self-care behaviors.
Conclusions
Based on the results of this study, conclusions were
drawn. The first conclusion arrived at was that the
teaching intervention did not make a significant
difference in level of knowledge between the two groups.
Small sample size was a limiting factor.
Additionally, elders with CHF indicated by responses
to some self-care behaviors that limitations in judgment
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or decision making exist. These limitations,

identified by

Orem (1995), may not be overcome by education alone.
Personal choices influence decisions to comply with a
healthcare strategy.
Implications
Implications for nursing that emerged from the
results of this study include theory, practice,

and

research.
Theory. As theory guides research and research guides
theory refinement or evolution,

implications from this

study are that Orem's Self-Care Deficit theory of Nursing
is a solid framework upon which to frame future research.
Exploration of the family as a conditioning factor of
later self-care behaviors would further test Orem's
theory.
Practice. Nurse practitioners are optimally
positioned to educate their patients,

families, and

communities about CHF. As the number of elders living with
CHF grows, nurse practitioners will have ample opportunity
to refine the education and tailor its content to each
patient. Establishing and building trust will enable the
nurse practitioner to be able to determine whether the
patient's self-care activities are influenced by poor
understanding of the management strategy or personal
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choices. Best practices in managing CHF by nurse
practitioners can be shared.
Research. Further research is needed into the many
facets of the syndrome of CHF. Both qualitative and
quantitative nursing research will be of great interest,
leading to improvement in understanding of this illness.
More research in the areas of attitudes and experiences
underlying self-care behaviors would enable the
practitioner to plan care strategies that would best
support the patient.
Recommendations
Based on the outcomes of this study, recommendations
for future study are made:
1. Replication of this study with a larger sample
would be of interest. Studies on the best method
of providing CHF education to elders continue to
be needed. Currently there are numerous
educational pamphlets, training videos, and
literature for patients with CHF.
2. Conduction of studies comparing existing tools
would be of benefit.
3. Conduction of qualitative studies into the meaning
of living with CHF will educate the nurse
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practitioner or healthcare provider and perhaps
enable better, more strategic teaching to be done.
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Demographic Survey
Please check (%/) and or fill in the appropriate response.
1. Race
Ü a.
01 b.
CD c.
D d.
CD e.

Caucasian
African American
Native American
Latino/Hispanic
Other. Please specify:______________________

2. Gender
CD a. Male
CD b . Female
3 . Age :________
4. Previous teaching about congestive heart failure
O a. Yes
Q b. No
If yes, where did you get this teaching?________
How many years have you had congestive heart failure?
CD a. 1 to 5
CD b. 6 to 10
CD c. More than 10
Q d. Do not know
Do you know the medicines you are on for heart failure?
ü a. Yes
CD b . No
If yes, please list them:______________________________

7. How many times have you been admitted to the hospital for
heart failure?

APPENDIX B
MANAGING YOUR HEALTH WITH HEART FAILURE

65

66

Understanding Heart Failure
• Understanding heart failure will help you manage it.
• Your body needs blood with oxygen in it to do its work.
Your heart needs lots of it because it never stops.
• When it does not pump as well as it should, it is called
"failure." Sometimes it is from a heart attack, valve
disease, high blood pressure, or other causes.
• Blood backs up in the lungs and fluid leaks out, causing
congestion in the lungs and lower legs. (That's why it is
called "congestive heart failure.")
• Symptoms are shortness of breath, especially when you are
moving around or are lying down.
•

You may cough a lot.

•

You will

•

You may

feel sick or tired.

•

You may

have to pass water many times during

gain weight even though you are

not eating more.

thenight.

Diet
• Because salt makes the body hold water, you should avoid
eating salt.
• Another word for salt is sodium.
• Don't eat wieners, bologna, salty ham, bacon, or foods
like pickles, salted potato chips, or snack foods. Ask
your doctor or nurse practitioner what is safe to eat.
Fresh fruits and vegetables are good. Never add salt at
the table.
Exercise
•

It is good to walk, as long as you are not too short of
breath.
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Medications
• You take medicine for your heart failure. You may take a
water pill. It is VERY important for you to take it as
you were told by the doctor. Do not skip a dose. The
water pill helps your body get rid of the extra water
(fluid) your body does not need. That will make it a
little easier for your heart to work.
• Weigh yourself every day or 3 times a week. You should
weigh at the same time every time, when you first get up.
Write down the weights and bring them in with you to the
doctor. If you gain more than 1 lb a day, call the clinic
and come in and see them. Bring your medicines with you.
• When you first get up, check your lower legs for
swelling. Press in on your shin area with a finger. If it
leaves a mark, your legs are holding fluid. If you get up
with swollen legs and feet, come in and see the doctor.
• You should also know that when you are more short of
breath than usual, or if you cannot sleep because you
cannot breathe, your heart failure may be the cause. Come
in and see your doctor or nurse practitioner.
You can take care of yourself and help stay out of the
hospital if you follow these simple things. No one knows
your body like you do.
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Congestive Heart Failure

With co n g estiv e heart failure, th e heart c a n n o t pum p
the blood well. As a result, b lood d o esn 't flow well.
Fluid leaks out of your b lood vessels
an d backs up in the lungs an d th e legs.
Salt m akes it harder for your b o d y
to g e t rid of fluid. You should
avoid salt.
Fluid in lungs

Fluid in legs
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How Bad I s Your Congestive Heart Failure?
You c a n tell how well your h e a rt is doing by how you feel a n d w h a t you c a n do.

SWELLING
Good -No Swelling

OK - Swelling in Ankle or Shin

Bad -Swelling in Knee Area

OK -Shortness of breath
when walking fast

Bad -Short of breath a t rest

WALKING
Good - You can walk easily
with no shortness of breath

SLEEPING
Good - Sleeping flat,
no shortness of breath

OK - Needing 2 pillows or more Bad - Have to sleep upright
to avoid shortness of breath
to avoid shortness of breath
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THE UNIVERSITY OF NORTH CAROLINA
AT
CHAPEL HILL
The School of Medicine
The Robert Wood Johnson
Clinical Scholars Program

The University o f N orth Carolina at Chapel Hill
CB# 7105, 5034 Old Clinic Bid;.
Chapel Hill, N.C. 27599-7105
(919) 966-1274

October 15, 2002

Debbie Meggs
HOC Taylcrwood Circle
Tuscaloosa, Alabama 35405
Dear Debbie,
Thank you for enquiring about our educational materials for patients with congestive
heart failure and low literacy skills. As I mentioned in my e-mail, our intervention
includes teaching patients with the enclosed book and several follow-up phone calls to
reinforce the concepts. As you will see, the book has very little text. Much of the
intervention is spoken and I have included the information our health educators talk about
in the inside cover of the book (CHF Teacher’s Guide).
I am currently writing a paper on the development of the materials and the pilot testing
we did last year. Essentially, we demonstrated a change in behavior (consistent daily
weights) and improvement in symptoms based on the Minnesota Living with Heart
Failure Questionnaire. Hopefully, that will be in the literature before too long.
Please let me know if you decide to use our materials and we can figure out a way to
supply you. Even if you decide not to use them, I would be interested in your feedback
about them.
I wish you the best of luck with your project.
Sincerely,

Darren A. DeWalt, MD
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Meggs Heart Failure Information Survey
Please circle either Yes or No. Return this survey in the
self-addressed, stamped envelope provided. Thank you very
much for your participation.
1. Congestive heart failure (CHF) happens
when the heart fails to pump blood well.

Yes

No

2. I need not report sitting up to sleep to
my doctor or nurse practitioner.

Yes

No

3. Too much salt can make you collect fluid
in your body.

Yes

No

4. It is important to weigh every day to
see if fluid is building up.

Yes

No

5. Another word for salt is sodium.

Yes

No

6. It is okay for my legs to swell, it is
because I am getting older.

Yes

No

7. To check for swelling, I should press a
finger into the skin of my shin and
ankle area.

Yes

No

8. It is okay for me to skip my heart, blood
pressure, or fluid pills sometimes.

Yes

No

9. I should call my doctor or clinic if I
gain more than 2 lbs. in 1-2 days.

Yes

No

10. Shortness of breath is a sign that my
lungs may be collecting fluid again. I
should call my doctor or clinic.

Yes

No

11. Is there anything you wish to tell me
about your heart failure?

Yes

No

If you do, please write it here:_________________________
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Iv T T S ^ T S ^ T P P T
^

OfT.ce of Academic Affairs
Eudora Welty Hall

University
for^ O

Columbus, MS 39701
(662) 329-7142
(662) 329-7141 Fax

M EN

A dm itting M en Since 1982

www.muw.edu

March 3. 2003
Ms. Debbie Meggs
c/o Ms. Teresa Hamill
P. O. Box W-910
Campus
Dear Ms. Meggs:
I am pleased to inform you that the members of the Committee on Human Subjects in
Experimentation have approved your proposed research under the following conditions:
1.

You must receive written permission from the clinic prior to the implementation of
any research. The written permission must state that the clinic understands that
furnishing any information to the researcher must be in complete compliance with
HIPPA, and the researcher will have no responsibility in that regard,

2.

The consent form to be signed by the subject shall state that results will be
confidential and no names will be used on the forms. It also must state that
participation is voluntary, that the patient or subject may withdraw at any time or
refuse to answer any question, that the return of the survey indicates their willingness
to participate, and that failure to participate will not affect any standard of care.

1 wish you much success in your research.
Sincerely,

Vagn K. Hansen, Ph.D.
Provost and Vice President
for Academic Affairs
VH:wr
cc:

Mr. Jim Davidson
Ms. Teresa Hamill
Dr. Mary Pat Curtis

Where Excellence is a Tradition
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C linic IRB A pproval R eq u e st Form

Title; The Effects of a CHF E d u c a tio n P ro g ram on th e Self-C are
B ehaviors of E ld ers
Purpose:
My n am e is D ebbie Meggs. I a m a reg istered n u r s e w ith 23 y e a rs of
n u rsin g experience. I a m also a g ra d u a te s tu d e n t in th e M aster of
Science in N u rsin g F am ily N u rse P ra c titio n e r p ro g ra m a t th e M ississip p i
U niversity for W om en. I w o u ld like to c o n d u c t a re se a rc h s tu d y on
p e rso n s d iag n o se d w ith C H F(C ongestive H eart F ailure).
Design:
The stu d y will be a sim ple a fter-o n ly d esign. P en d in g y o u r in s titu tio n ’s
approval of th e stu d y , a p p ro x im a te ly 50 in d iv id u a ls w ith CHF s e e n a t
y o u r clinic, aged 6 0 to 8 0 , a n d w ho live a t h o m e will be a sk e d to
p artic ip a te in th e stu d y . P a rtic ip a n ts will be ran d o m iz ed in to e ith e r a
control g ro u p o r a n in terv e n tio n g ro u p . T hose in th e in te rv e n tio n g ro u p
will be se n t e d u c a tio n a l m a te ria ls to te a c h th e m th e b a s ic s a b o u t CH F
a n d how to recognize th e sy m p to m s. It is h o p ed th a t by e d u c a tin g th e m
a b o u t th e ir illn ess, th ey will be b e tte r able to m a n a g e th e ir c o n d itio n w ith
less ex ac erb atio n s. At th e en d of th e stu d y , w h ich will ta k e a b o u t 6
w eeks, all p a rtic ip a n ts will be s e n t a su rvey to d e te rm in e th e ir level of
know ledge a b o u t CHF. It will b e a sim ple su rv ey w ith y e s /n o a n s w e rs .
R eadability of m a te ria ls will b e sim ple.
Confidentiality:
C onfidentiality will be m a in ta in e d . T he re s e a rc h e r will n o t know w h ich
p e rso n s have b een a s sig n e d in to w h ich g ro u p . At n o tim e will I know
th e ir n a m e s o r a d d re s s e s . A n u m b e r will be u s e d to identify th e
p a rtic ip a n ts a s to w h ich g ro u p th e y w ere a s sig n e d for coding. R e se a rc h
d a ta will be k e p t in a locked file u n til p ro ject com pletion, a n d a fte r th a t
tim e it will be d estro y ed .
Costs:
T here is no c o st to th e clinic o r to th e p a tie n ts o th e r th a n th e tim e
involved to rea d th e m a te ria ls a n d com plete th e b rief d e m o g ra p h ic s
survey a n d p o s tte s t. The re s e a rc h e r will cover a n y c o s ts of p o sta g e , o r
o th e r co sts.
Risk of Injury:
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T here is no risk to p a tie n ts . At no tim e d u rin g th e s tu d y will th e
p a rtic ip a n ts e n v iro n m e n ts o r m e d ic a tio n s /tre a tm e n ts be m a n ip u la te d .
Benefits:
T here a re n o b en efits to th e clinic o r to th e p a tie n ts ex cep t th e benefit to
th e p a tie n t of p o ssib le im p ro v ed m a n a g e m e n t of h i s / h e r CHF condition.
They will know m ore a b o u t w h en to call th e ir clin ic’s n u r s e p ra c titio n e r
or m edical doctor. No m o n ie s will be p aid to th e clinic or to th e
p a rtic ip a n ts .
Right to Self determination:
The p a rtic ip a n ts will b e in fo rm ed th a t th e y have th e rig h t to w ith d raw
from th e stu d y a t an y tim e u p u n til th e tim e th a t th e final in fo rm atio n
survey q u e s tio n n a ire is m ailed o u t. T here will be no a d v erse effects or
re p e rc u s sio n s if th ey ch o o se to do so. P a tie n ts will be inform ed th a t
p a rtic ip a tio n o r n o n -p a rtic ip a tio n will n o t affect th e ir m edical care
received a t th e clinic.
If you hav e fu rth e r q u e s tio n s a b o u t th e p ro p o sed stu d y , p lease feel free
to call m e a t 2 0 5 -7 5 2 -4 5 4 7 .
Y our s ig n a tu re s below in d ic a te a p p ro v al of th is stu d y . T h a n k you veiy
m u ch .
S ig n atu re:
— ________D ate:
^
S ig n atu re:
'_____________________ D ate:__________________
S ig n atu re :______________________________ D ate:__________________
P rincipal In v estig ato rs s ig n a tu re :

D ate:
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Title
The Effects of a Congestive Heart Failure Teaching
Program on the Self-Care Behaviors of Elders
Principal Investigator
Debbie Meggs, RN
Purpose
HELLO! My name is Debbie Meggs. I am a registered nurse
with 23 years of nursing experience. I am a graduate
student at Mississippi University for Women. I am doing
a research study about congestive heart failure. You are
invited to participate in this study. The main purpose
of the study is to help nurses and doctors learn more
about treating people with heart failure in order to
manage it better. Your consent to help me with this
study will help nurses and doctors as we care for people
with heart failure. I have taken care of many people
with heart failure.
You were selected as a possible participant because you
have been diagnosed with heart failure. People like
yourself from age 60 to 80 years will be asked to
participate. There will be about 50 people who will take
part in the study. The study is voluntary, but I would
appreciate your help.
Procedures
If you decide to participate, you will be asked to
complete a short survey called Demographics Data sheet
giving your age, sex, race, and simple information about
any heart medicines you may take. At no time will your
name or address be included on any of the forms. In 4
weeks, you will receive a last survey with simple
questions to answer yes or no and return to me. I will
provide the stamped, self-addressed envelope for you to
mail it back to me. This packet will only take a few
minutes of your time.
Benefits and Risks
You may benefit from this study by learning more about
congestive heart failure and knowing that you have
helped contribute information that may help other people
with heart failure like yourself. There is no monetary
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benefit to your agreeing to be a part of this study.
There is no physical risk to you. None of your medical
treatments or medications will be changed. The major
inconvenience will be just the time it takes to fill out
the surveys and review the information.
Cost
There is no cost to you for participating.
Confidentiality
Your name will not appear on any survey or
questionnaire. Your consent form will be kept
confidential and separate. A confidential number will be
used to identify people in this study. Study
participants will not be identified in any way in the
report of this study. Your decision to participate in
this study will not change the care you receive at your
clinic or in any way affect your insurance. Medicare, or
Medicaid coverage. You may withdraw at any time during
the study.
Please feel free to ask questions about this study if
you would like. I can be reached at home at (205) 7524547.
A copy of this form is attached for you to keep if you
would like. You are making a decision whether or not you
will participate in my study. Your signature below tells
me that you have read this information and that you
understand and want to be a part of the study.
Please sign below and mail this back to me if you wish
to take part. You will send back 2 forms: This letter
and the demographics sheet today. You may withdraw at
any time even after you sign this form.

Signature of Participant

Date

Signature of Investigator

Date

